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Abstract
Background  The present study is an intervention-based qualitative study that explores the factors causing 
depression among antenatal women and analyses coping strategies based on the modified version of the Thinking 
Healthy Programme (THP) intervention in the urban setting of Lahore, Pakistan.

Methods  An exploratory qualitative evaluation approach was used in the present study. The study comprises 
four phases, i.e., the screening phase, exploratory phase, intervention phase, and evaluation phase. During the first 
phase, pregnant women aged 18–45 years were screened for anxiety and depression by using the Urdu-translated 
Patient Health Care Questionnaire-9. In the second phase, identified women were interviewed to explore the factors 
responsible for depression. In the third phase, the intervention was administered via the THP intervention. In the last 
phase, the same women were reinterviewed to analyse the outcomes of the intervention. Thematic analysis was 
performed for the analysis of the interviews.

Results  Data was analyzed using thematic analysis following an deductive and indictive approach in both pre- and 
post-intervention phase. Three main themes emerged in the pre-intervention phase: (1) the impact of adverse life 
events on the mental health of pregnant women, (2) the adverse effects of marital relationship issues on pregnant 
women, and (3) depression-causing factors due to the joint family system. Furthermore, four themes emerged in the 
post-intervention stage: (1) development of positivity in thinking and attitude, (2) learning about stress management 
through the provision of compassion and sharing avenues, (3) gaining self-esteem to address matters positively, and 
(4) improving relationships with the unborn child and family. Numerous pregnant women praised the THP project 
and recommended that hospitals adopt it to assist pregnant patients in the Pakistani health system.

Conclusion  The study concludes that THP can be a valuable tool for helping many pregnant women who are 
experiencing prenatal depression recover, however, there is a further need for exploring its benefits in varying social 
and cultural contexts.
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Background
Antenatal depression (AD) is a significant concern in 
public health in developing countries. Pregnant women 
are more prone to different psychological problems, 
such as anxiety and depression. However, these issues 
are more prevalent in developing countries such as India, 
Pakistan, and Bangladesh than in other developed and 
high-income countries [1]. Statistics have revealed that 
AD is dependent on income groups across countries, 
with a 30% prevalence of AD in low-income countries 
and lower-middle-income countries (LMICs), a 24% 
prevalence in upper-middle-income countries, and an 
18% prevalence in high-income countries [2].

The reasons behind the high prevalence of AD in 
LMICs could be traced to improper antenatal care given 
depressive symptoms, lack of an integrated healthcare 
system, and lack of acknowledgement and understand-
ing of ill mental health conditions [3]. The healthcare-
seeking patterns of mothers and children are also affected 
by maternal depressive symptoms combined with AD in 
women, resulting in poor health outcomes and low birth 
weight [4]. Previous research revealed that depressed 
women have a greater risk of preterm birth, giving birth 
to a child with lower birth weight, and intrauterine 
growth than women who do not experience symptoms of 
depression [5].

Many quantitative studies have been performed to 
highlight different AD symptoms and their causes. Pre-
vious quantitative studies have demonstrated various 
predictors of depression in pregnant women, including 
poverty, poor intimate relationships, intimate partner 
violence, inadequate emotional support from family, lack 
of assistance in adverse situations, social distress, finan-
cial problems, lack of autonomy in making household 
decisions due to husbands’ and mothers-in-laws’ authori-
tative behaviour, family history of psychiatric illness, pre-
vious history of miscarriage or stillbirth and unplanned 
pregnancy [6–9]. In addition, preferences for male chil-
dren and lack of freedom for women to use family plan-
ning techniques for reproductive health are additional 
factors in AD among pregnant women in the patriarchal 
system of Pakistani society [10]. Other socioeconomic 
factors contributing to increasing rates of AD among 
pregnant women in Pakistan include no autonomy to 
access husbands’ earnings, unstable husbands’ employ-
ment, food insecurity, rented houses, or not having ade-
quate money to buy a house [11].

Considering the alarming incidence of AD in LMICs, 
including Pakistan, different measures are being taken 
to address this issue. Similarly, to reduce the incidence 

of AD and prevent its hazardous effects on maternal and 
child health, the World Health Organization (WHO) 
designed the Thinking Healthy Programme (THP). This 
is a psychological intervention program intended to 
reduce depressive symptoms among pregnant women. It 
employs the core principles and techniques of cognitive 
behaviour therapy (CBT), such as building an empathetic 
relationship, focusing on the here and now, behaviour 
activation and problem-solving. The programme is fully 
manualised and has culturally appropriate pictorial illus-
trations aimed at helping mothers reflect on their think-
ing process and encouraging family support [6].

To the best of the authors’ knowledge, very few stud-
ies have been conducted on the effectiveness of this pro-
gram in reducing AD levels among pregnant women. 
These studies claim that the intervention has a moderate 
to minimal effect on lowering AD levels [12, 13]. Pooled 
analysis of THP trials in Pakistan and India reflects the 
suitability of this program in low socio-economic and low 
literacy rate population of rural and urban areas [12]. In 
Peru and Vietnam, a pilot research was done to check the 
adaptability and acceptability of THP in rural Vietnamese 
people. These studies found the content and methodol-
ogy highly relevant to local needs and encouraged the 
concept as a mental health promotion strategy that could 
be integrated into local universal mother and child health 
care mothers [14, 15]. All of the little evidence available 
on this topic is quantitative; however, there is a dearth of 
qualitative research exploring the complex mechanism 
of depression in women during pregnancy in developing 
countries such as Pakistan, as well as the effectiveness of 
THP. Given this, and the rich cultural dynamics of the 
country, the specific focus of the current study was to 
evaluate the impact of modified version of the THP on 
the mental state of preidentified pregnant women and to 
explore the causes of AD among them.

Methods
Study design
This paper is part of a broader quasi-experimental study 
conducted to evaluate the effectiveness of the THP inter-
vention for reducing depressive symptoms among preg-
nant women in urban clinical settings. The present paper 
uses an exploratory qualitative evaluation approach to 
explore the causes of AD and to evaluate the effectiveness 
of psychotherapy sessions among pregnant women with 
depression. This approach helps uncover the complexi-
ties of human experiences, beliefs, and behaviors that 
quantitative methods might miss [16]. Seven married and 
pregnant women aged 18–45 years were recruited from 
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the gynaecological outpatient departments assessment 
room in the Public Tertiary Care Hospital in Lahore, 
Pakistan. In addition, purposive and random sampling 
techniques were used in the present study. This inter-
vention-based study was conducted in four phases: (1) 
a screening phase, (2) an exploratory phase, (3) an inter-
vention phase, and (4) an evaluation phase.

Phase 1: screening
The first phase involved screening pregnant women for 
depression. 24–26 weeks pregnant women were screened 
and assessed for depression by using the Patient Health 
Care Questionnaire-9 (PHQ-9), which is a pre-developed 
tool, used specifically for pregnant women. Women who 
understood the Urdu language and had PHQ-9 scores 
10–19 were assessed as positive for depression (moder-
ate depression) and were included in the study. Pregnant 
women who had a learning disability with a PHQ-9 score 
20 or higher and had serious medical conditions were 
referred for emergency treatment and were excluded 
from participation in the study. Those women who had 
a PHQ-9 score of less than 10, were assessed as minimal 
or no depression and were also excluded from the study. 
Furthermore, women who had prior history of mental ill-
ness and those who declined consent were not included 
in the study.

Phase 2: exploration
The exploratory phase included pre-intervention explor-
atory, descriptive interviews with the selected women 
based on a semistructured interview guide. During this 
phase, factors related to depression among pregnant 
women were explored.

Phase 3: intervention
During the third phase of the present study, the THP 
intervention was applied. THP is a CBT-based interven-
tion that the WHO mainly designed to reduce perinatal 
depression in low socioeconomic settings [6]. The THP 
intervention comprises sixteen sessions based on five 
modules. However, according to the sociocultural context 
of Pakistan and identified causes of antenatal depression 
among pregnant women in the pre-intervention phase of 
the study, a modified version of the THP comprising only 
four sessions were included: (1) psychoeducation and 
stress management, (2) personal well-being, (3) social 
support, and (4) mother-infant bonding. In total, four 
sessions were given to the recruited females. The first 
two sessions were given to pregnant women at 24–26 + 6 
weeks, while two booster sessions were conducted in the 
third trimester for the participants for interactive discus-
sions and practical exercises. Considering the societal 
pressure and stigma associated with the mental health 
issues in Pakistan, all the sessions were arranged within 

the premises of the health facility during the routine 
antenatal visit of the participants. Before conducting the 
sessions, permissions from the participants and their 
husbands were taken, given the patriarchal structure of 
Pakistani society and considering the ease and comfort of 
the participants.

Phase 4: evaluation
The last phase was the evaluation phase, in which inter-
views with the same women were conducted after the 
interventions took place to analyse and evaluate the out-
come of the THP intervention.

Research site
The screening session (assessment of depression among 
women), pre- and post-intervention, and THP interven-
tion were conducted in the Assessment Room of the 
Obstetrics & Gynaecology Outdoor Department of a 
Public Tertiary Care Hospital in Lahore, Pakistan. No 
prior relationship was established with the participants 
before the study, and participants were randomly selected 
from the hospital’s ward. To ensure the confidentiality 
and privacy of the participants, the research activities in 
all phases took place in the private space in the assess-
ment room, and no other person was allowed to sit there 
except for the researchers and participants.

Interview guide and data collection
Face-to-face, in-depth semistructured interviews were 
conducted with the recruited women during the explor-
atory and evaluation phases of the study. Before the ini-
tiation of the data collection, the female researchers (QA 
and SA) were educated and trained to conduct the THP 
intervention sessions as well as the pre- and post-inter-
vention interviews. The researchers who conducted the 
interviews were well-qualified (M.Phil. and PhD degree 
holders) and had previous experience in qualitative data 
collection and analysis. The study’s goal and the pur-
pose of the interviews were explained thoroughly to all 
recruited participants before the data collection process 
and before the interviewers were introduced.

Following the in-depth interviews conducted during 
the pre-intervention exploratory phase, the interven-
tion was applied to depressed mothers in the form of 
psychotherapy sessions through the teaching of cop-
ing strategies for stress management during pregnancy. 
The effectiveness of these strategies was evaluated by 
conducting in-depth interviews with the same mothers 
recruited in the pre-intervention phase. Separate semi-
structured interview guides were used during the pre- 
and post-intervention phases that were developed in the 
light of the themes of four sessions of THP included in 
the study and were validated by three subject experts 
(holding doctoral degrees) who were that were unrelated 



Page 4 of 12Ahsan et al. BMC Psychiatry          (2024) 24:829 

to the study. Further, both the guides were pilot-tested on 
two participants beforehand, which were not included in 
the final sample of the study. After informed consent was 
obtained, interviews were initiated. All the interviews 
took on average 45 to 60 min and were audio-recorded; 
additionally, field notes were taken. All pre- and post-
intervention interviews (n = 7) were transcribed into the 
local language (Urdu) before they were translated into 
English for analysis. As all the women recruited were in 
the 24–26th week of pregnancy, belonged to lower socio-
economic status, similar social contexts and were hav-
ing the same quality of healthcare (as the women were 
recruited from a single public health facility), had similar 
circumstances and experiences, due to which the satura-
tion point was achieved after five interviews during the 
pre-intervention phase; however, two more interviews 
were conducted to confirm the saturation point making a 
total sample of seven participants. During the post-inter-
vention phase, the same participants were interviewed 
again. Furthermore, to ensure the validity of the data, two 
repeat interviews were conducted during the pre-and 
post-intervention phases, and all the transcribed inter-
views were presented to participants for their comments 
and corrections.

Data analysis
Pre- and post-intervention interviews were analysed 
using thematic analysis, following the deductive and 
inductive approach. This approach was used as it fosters 
theory generation, flexibility, and a deep understanding 
of participants’ experiences [16]. First, the collected data 
were subjected to verbatim transcription in Urdu (the 
native language) and then translated into English. Sec-
ond, the researchers went through the process of itera-
tive reading. The transcripts were critically read by the 
researchers in collective meetings to extract the codes 
from the data and discuss the data saturation points. In 
the next stage, many codes related to the broader socio-
cultural and socioeconomic factors that strongly contrib-
ute to developing depression and stress were identified, 
their management strategies were implemented dur-
ing the antenatal period, and their effects were explored 
in the second stage. The final codebook was improved 
by the compilation of emergent codes and the develop-
ment of categories in the fourth step, after which initial 
themes were developed about the factors causing depres-
sion and coping strategies that the women found helpful 
and compelling from psychotherapy sessions. In the last 
step, the initial themes were reviewed and all researchers 
approved the final themes. During this step, the findings 
were also presented to the participants to ensure that the 
proper meaning was extracted from their quotations. The 
steps of data analysis are described in Fig. 1.

Ethical considerations
Ethical approval was obtained from the Institutional 
Review Board of Sheikh Zayed Hospital (ID SZMC/IRB/
EXTERNAL/PhD/210/2020) and the Ethical Review and 
Advanced Project Research Board at University of the 
Punjab (reference D/No 3330). The purpose of the study 
was explained to the pregnant women, and those who 
provided written informed consent to participate were 
included in the research. The confidentiality of the par-
ticipants was ensured by pseudonymizing the data.

Results
Sociodemographic characteristics
Seven married pregnant women were included in the 
study. The ages ranged between 22 and 32 years, with an 
average of 26 years. Nearly half of the patients were pri-
migravida. Many women had educational backgrounds 
from primary school to postgraduate; however, their 
male partners had educational backgrounds from middle 
school to postgraduate. Some women also held pres-
tigious positions in both the public and private sectors. 
Most of the women shared a joint family system with 
their in-laws, including mother-in-law, father-in-law, sis-
ter-in-law, younger brother-in-law, and older brother-in-
law, while few lived in the nuclear family (Table 1).

Pre-intervention phase
In the pre-intervention phase of the study, three main 
themes emerged from the collected data: (1) Impact 
of adverse life events on the mental health of pregnant 
women, (2) adverse effects of marital relationship issues 
on pregnant women’s health, and (3) depression-causing 
factors due to the joint family system. Figure 2 illustrates 
the emerged themes, subthemes/categories, and the 
codes from which the themes are derived.

Impact of adverse life events on the mental health of 
pregnant women
For many women with depression, pregnancy has proven 
to be difficult due to their history of traumatic life events. 
In addition, life events included the death of a child, a 
divorce from the partner, and a mother’s serious illness, 
to name a few. The negative thoughts brought about by 
a negative experience were among the potential AD 
aggravators. Pregnant women who are in the middle or 
late stages of pregnancy are more likely to experience 
depression than postpartum women. Antenatal depres-
sion is a devastating condition that can cause a wide 
range of issues and aftereffects. For instance, depressed 
pregnant women may deal with a variety of conflict-
ing roles, a lack of social support, uncertainty about the 
future, emotional instability, and issues with body image. 
Preterm birth and obstetric complications are additional 
potential risks.
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Additionally, depression in mothers and wives can 
endanger the mental and physical well-being of new-
borns as well as their husbands. Different participants 
shared the adverse life events of their lives that impact 
their mental health:

“My greatest fear is losing another child. As five 
years ago, I delivered an abnormal child who could 
not survive afterwards; I am petrified that it might 
happen again.” (M1).

“This is my second pregnancy. Last year, I had a mis-
carriage, and I had a blood pressure problem during 
pregnancy. That is why I lost my baby.” (M6).

In addition, one participant shared the poor experience 
of her mentally dysfunctional child:

“I have a 7-year-old mentally disabled child. He 
cannot eat or urinate himself. He beats his siblings 
very brutally, which is why I must tie him with a 
chain. I felt great pain from seeing him in this condi-
tion. Many times, the environment of our home gets 
too stressed.” (M5).

Table 1  Sociodemographic characteristics of the participants
Participant Education Husband’s 

education
Family 
structure

Employment 
status

Income 
(in PKR)

Parity Family issues Housing

M1 Secondary level Middle Joint family Labour 20,000 1 Husband Rented house
M2 Postgraduation Postgraduation Joint family Business > 50,000 0 Mothers in law Own house
M3 Religious scholar Graduation Joint family Private job > 50,000 0 Mothers in law Own house
M4 Postgraduation Postgraduation Joint family Private job 30,000 1 Mothers in law Own house
M5 Postgraduation Postgraduation Nuclear family Private job 30,000 3 Husband Rented house
M6 High secondary Postgraduation Joint family Private job 50,000 0 Mothers in law Own house
M7 Primary Postgraduation Joint family Govt. job > 50,000 3 Husband Own house

Fig. 1  Study design and phases of the study
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Adverse effects of marital relationship issues on women’s 
health
Another significant factor identified as contributing to 
depression in pregnant women was difficulty in rela-
tionships. It seems that relationship problems caused by 
the husband’s or family member’s rudeness and lack of 
cooperation resulted in symptoms of depression in preg-
nant women. Due to the emotional highs and lows that 
pregnancy hormones can cause, many women may feel 
more vulnerable or anxious. Some women may struggle 
to manage their symptoms or even experience complica-
tions during pregnancy, which can add to extra stress. If 
pregnant women have a positive relationship with their 
partners, women who feel loved and supported will bet-
ter cope with these situations. However, the majority of 
pregnant women may experience anxiety, depression, or 
self-doubt due to unhealthy relationships. The majority of 
the mothers reported that they had to suffer from domes-
tic violence while they were pregnant. Pregnancy could 
be experienced for the first-time during pregnancy, or 
preexisting abuse might worsen one’s mental health and 
pregnancy.

“My husband does not like me and beats me very 
brutally, even during my pregnancy. When he shouts 
at me, I tremble with fear, and I cry. He scolds and 
misbehaves with me all the time.” (M5).
“My husband is very short-tempered and dislikes 
talking or discussing routine matters. I feel that we 

lack a friendly relationship. I could not share my 
problems with him due to fear. He criticises me on 
different issues and taunts me, blaming my parental 
family.” (M1).
“I had primary education, and my husband did a 
master’s degree and had a good Government job. 
There is a significant difference in education between 
me and my husband. He does not like me and is not 
happy with me. I always feel an inferiority complex. 
He says you are dumb and dull and make dramas; 
whenever I complain about my bad health and pain, 
he does not believe me.” (M7).

Depression-causing factors due to the joint family system
Pakistan has a widespread trend of joining families where 
extended families live together, sharing a typical house-
hold environment, household chores, and many other 
family responsibilities. Usually, the mother-in-law or 
father-in-law is considered the head of the family, which 
restricts and interferes with the lives of their son and 
daughter-in-law. Ultimately, these circumstances create 
issues for daughters-in-law, for instance, a lack of social 
support from husbands and families, excessive interfer-
ence from mothers-in-law, a lack of decision-making 
capacity from females, and mothers-in-law’s authorita-
tive behaviour.

On the other hand, in a patriarchal society such as 
Pakistan, household chores are exclusively the domain 

Fig. 2  Pre-intervention themes, subthemes, and codes
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of women, which also exacerbates the mental condition 
of pregnant women. This process becomes significantly 
more difficult for mothers during pregnancy and other 
difficult times. Some mothers identified stress-induc-
ing factors as the burden of household work and the 
absence of support from husbands or in-laws. Addition-
ally, women with greater responsibilities and less sup-
port from their husbands and families reported sleep 
problems and fatigue, which harmed their interactions 
with their husbands and children. Low rewards and lack 
of visibility in housework are also determining factors for 
pregnant women.

Therefore, this theme has three subthemes: lack of 
emotional support from family, mother-in-law’s authori-
tarian attitude toward a joint family, and lack of auton-
omy in making decisions.

Lack of emotional support from the family  Another factor 
that seemed to contribute to the mothers’ depression was 
a lack of emotional support; when they had nowhere to 
turn for help, this led to depression. When physical and 
emotional changes occur during pregnancy, family sup-
port and sympathy are crucial, and expectant mothers 
need kind and caring people close together to share their 
feelings and struggles. This can help halt the development 
of depression. An unstable marriage can prevent the wife 
from discussing her problems with her husband, other 
family members, or in-laws. Individuals may begin to lack 
maternal confidence if they do not trust others and do 
not share their problems with their immediate family. A 
healthy relationship between partners, family members, 
and pregnant women is essential for overcoming stress 
and mood disorders during the transition to parenthood. 
Women who move to far-off places and different cultures 
after marriage experience adjustment problems; in such a 
circumstance, a lack of emotional support results in sad-
ness and depressive symptoms.

“I am unable to discuss my issues with my husband 
or my mother-in-law. It frustrates me and makes me 
feel unimportant in the family that I am not even 
allowed to discuss my problems with my mother 
because my husband does not like this.” (M2).
“I did not like to share anything with my husband. 
Whenever I share my mother-in-law’s attitude, my 
husband always supports his mother and considers 
me guilty, not in my home even in front of their rela-
tives, which makes me more annoyed. Therefore, I 
stopped sharing anything with him and did not con-
sider him trustworthy.” (M3).
“I belong to Karachi, and we are married in Lahore. 
We live in a joint family system. I do not have friends 
here. I miss my parents and family a lot. I could 
not visit my parents’ home because it was too far 

away and required a lot of money and time. I am 
not frank with my in-laws. Sometimes, I discuss my 
problems with my sister-in-law, but I cannot discuss 
many things with her; this makes me feel useless and 
helpless.” (M4).

Authoritative attitudes of mothers-in-law in joint fami-
lies  The conflict between mothers-in-law and daugh-
ters-in-law seems to be a significant source of stress for 
married women in Pakistan, affecting their psychological 
health and ability to adjust to marriage and further their 
period of pregnancy.

The majority of the participants reported that in-laws are 
a significant cause of depression because of poor behav-
iour, poor treatment by mothers-in-law during the ante-
partum period, and lack of support from husbands and 
family. Increased household responsibilities and a lack of 
support from the husband and other family members are 
additional factors that contribute to maternal depression. 
The family environment significantly impacts the physi-
cal and mental health of mothers. More importantly, it 
appeared that mothers’ poor behaviour directly resulted 
from husbands’ and mothers’ negative behaviour. Social 
support was found to be an essential tool for resolving 
disputes with mothers-in-law. A daughter-in-law may 
require support from those close to her to deal with the 
conflict successfully. These support systems could include 
empathy, a sense of competence, or suggestions for 
potential resolutions. Positivity may be associated with 
a daughter-in-law based on how she is viewed by others, 
either directly or by attenuating the perceived intensity of 
conflict and psychological well-being.

“My husband is the eldest son of his family and 
works in a factory; he and I have a significant 
responsibility at home. We live in a joint family sys-
tem in a rented house. I was the first daughter-in-
law, and my mother-in-law and father-in-law put 
many restrictions on me; I had no permission to 
make decisions about my life and family.” (M1).
“My mother-in-law constantly criticises me for 
her little interest. She creates big issues with minor 
things. She brainwashes my husband against me, 
which makes him rude to me. Sometimes I feel I will 
get mad in such a suffocating environment.” (M2).

This reflects that the family environment is vital to moth-
ers’ physical and mental well-being.

Lack of autonomy in terms of decision  Women do not have 
the authority or complete freedom to make decisions that 
affect their own lives, families, or children. They do not 
receive respect from a family member and frequently rely 
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on their husbands, mothers-in-law, and other relatives to 
make decisions about their matters. Even when they came 
to move freely to access medical care and meet basic 
needs for themselves and their children, women faced 
restrictions from their husbands and in-laws. Women 
are prevented from obtaining education and working due 
to the restrictive and controlled environment created by 
their in-laws, which causes stress, anxiety, and hopeless-
ness. Mothers’ physical and mental health is impacted by 
their partners’ harsh and unsupportive attitudes toward 
their families and children. Females felt frustrated and 
stressed due to their domestic responsibilities, uncoop-
erative family members, and abuse of power by in-laws, 
which resulted in antenatal depression.

“I was an MPhil student and had to freeze my 
semester due to family problems. I have no permis-
sion to move independently, even for my gynaeco-
logical check-ups. I must wait or request someone to 
take me to the hospital, which is why I missed some 
of my routine visits.” (M2).
“My father owns a school, and before marriage, I 
used to teach there. I still want to continue my job, 
but my husband does not allow me to teach or do 
any other job or further studies. I am unhappy with 
my married life because it greatly restricts me. I can-
not continue my studies and teaching when I com-
pare myself with my other sisters and friends; they 
live joyful lives at university.” (M1).

Post-intervention themes
The post-intervention phase focused on THP effective-
ness and assessed the intervention’s contribution to 
reducing depression, as described by the participants. 
The THP’s objectives were to cure mothers with depres-
sion and encourage optimism. Following the postinter-
vention interviews, the four main themes appeared: (1) 
Development of positivity in thinking and attitude, (2) 
gaining self-esteem to deal matters positively, (3) rela-
tionship improvement with unborn and family, and (4) 
learning about stress management through the provision 
of compassion and sharing avenues. Figure 3 represents 
the themes, subthemes and codes that emerged in the 
post-intervention phase.

Development of positivity in thinking and attitude
Positive thinking concentrates on good things in life and 
expects good things to occur. Women may find this dif-
ficult, particularly during pregnancy. A positive outlook 
is a way of thinking that does not easily give in and is 
unaffected by obstacles, problems, or delays. Through 
the THP intervention, women were inspired to adopt a 
positive outlook and improve their physical health. THP 
intervention also aids pregnant women in changing 
their thought patterns. A mother’s ability to improve her 
health more effectively will ultimately help to ensure the 
child’s healthy development. Mothers can be encouraged 
to stay active by a healthy diet and sufficient sleep. Moth-
ers are unable to adopt healthy habits that are harm-
ful to both the mother and the unborn child because of 
negative thoughts. Sessions with a psychologist helped 

Fig. 3  Post-intervention themes, subthemes, and codes
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pregnant women handle routine tasks or daily life more 
positively, which ultimately seemed beneficial for the 
mother. Positive thinking, which is related to the moth-
er’s physical and mental well-being, appears crucial for a 
healthy baby’s sake.

“Before sessions with a psychologist, I used to find 
faults in my thinking behaviour, which made me irri-
table and angry. I realised that we can do everything 
when we prioritise things for ourselves and our chil-
dren. I averted my negative for me and my unborn 
baby. I feel much better about myself. I stopped over-
thinking about my mother-in-law’s behaviour; it 
improved my irritating behaviour and anger.” (M2).
“My previous practices during pregnancy were not 
good. I was not eating three meals and never asked 
for help or discussed my needs with anyone. I used to 
take my breakfast with my husband and wait until 
night to have dinner with him or with family. How-
ever, now, I started to eat my diet correctly. After 
seven years, I conceived and tried my best to perform 
all the practices to get a healthy and normal child. 
That motivated me a lot to take care of myself and 
my baby.” (M1).

Learning about stress management through the provision of 
compassion and sharing avenue
Stress management is a psychological intervention tech-
nique that reduces how the body responds to demand-
ing environmental circumstances. These troubling 
responses could be the result of negative emotions such 
as anxiety, depression, anger, pain, or illness. The inter-
vention helped the mothers by directing ways of reduc-
ing discomfort, which may include directly addressing 
the source of the stress through relaxation, altering one’s 
perspective of the situation (reappraisal), or changing 
the environment (e.g., making greater use of available 
social support). THP sessions assisted pregnant women 
in managing stress and opening up to share their issues 
rather than enduring them silently. Women who have 
learned stress-coping techniques attempt to control their 
problems by looking for solutions rather than thinking 
negatively about them. The meetings also gave them a 
sense of community and gave them a place to talk about 
their issues. Pregnant women find relief and relaxation 
from negative thinking by spending time with someone, 
talking about the positive aspects of life, and exploring 
solutions to the issues and difficulties of parenthood.

“I liked the way you counselled me about my men-
tally retorted child, and I felt relaxed knowing that 
there is someone who understands my difficul-
ties and I am not facing them alone. These sessions 

motivated me to take care of myself and my unborn 
baby.” (M5).
“I decided to participate in the program for my men-
tal relaxation. I did not share my problems with 
anyone. I was harming myself physically and men-
tally. You listened to all my concerns very carefully 
and made me very relaxed. I avoid overthinking use-
less things now. When I did not react to small things, 
my home environment automatically went well, and 
my mood also improved.” (M2).

Gaining self-esteem to deal life matters positively
People who are confident in themselves and their abili-
ties appear at ease. They engender confidence and invite 
others to trust. All of these qualities are desirable to pos-
sess. However, it is not always simple to have self-confi-
dence, especially if you tend to be critical of yourself or 
if other people criticise you. Almost all mothers asserted 
that every aspect of our lives requires self-confidence, but 
many people lack it. The THP intervention revived and 
boosted our self-confidence to address life matters posi-
tively and more efficiently.

“My mother is blind, and my elder sister also had a 
3rd trimester of pregnancy. My mother-in-law also 
refused to take care of me. After delivery, I was alone 
in the hospital and had a C-section, and my hus-
band was also not allowed to come there. I was ter-
rified. I changed a lot. If I were my previous self, I 
would die, weeping and crying, and I could not man-
age the things that I could be able to do at this time.” 
(M2).
“In my opinion, I became brave now and gained 
some self-confidence in facing and handling the 
worst situation. I will be affectionate toward my 
children and develop a strong bond with them. I 
managed a helping hand to support me these days 
by discussing my situation with my husband and 
neighbourhood friend.” (M5).
“Can you believe I sold my gold set a couple of weeks 
ago? My husband tried to convince me to sell many 
times, but I refused. Through these sessions, I con-
verted my thoughts from negative to positive and 
gave them to my husband without any bad behav-
iour. That was very unusual for my husband and 
my in-laws. This was very relaxing for me because it 
solved our problem, which can give me stress.” (M4).

Relationship improvement with the unborn child and family
One of the key focuses of these psychotherapy sessions, 
which were shared by some of the participants, was 
building relationships with the unborn individual and 
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other family members that gave the mother a comfort-
ing feeling and a sense of connection. A woman’s life 
goes through a new stage with pregnancy, along with all 
the changes that may result from that new stage. People 
often discuss obvious factors, such as cravings, exhaus-
tion, nausea, and body shape. Still, other circumstances, 
such as negotiating new employment terms and reor-
ganising your finances, can make this a challenging time. 
Many women experience emotional, financial, physi-
cal, and social changes during pregnancy. A normal and 
important aspect of getting ready to have children is 
experiencing mixed emotions. Women’s relationships 
undergo significant changes because of their pregnancy, 
particularly if the pregnancy is the first child. While some 
women adjust to these changes without much difficulty, 
others struggle. It is quite typical for couples to argue 
while pregnant occasionally. It is crucial to understand 
that there are valid reasons for feeling closer and more in 
love during pregnancy and for occasional difficulty. The 
mother’s positive behaviour seemed to depend on her 
family’s ability to form a strong bond with her. Strength-
ening a mother’s bonds with her child and other family 
members can be facilitated by practising conflict resolu-
tion and problem-solving techniques.

“I am taking care of my diet all the time for my baby. 
I feel much better about myself and my well-being. 
I tried to develop a good relationship with my hus-
band and in-laws. When I started practising devel-
oping a bond with the unborn child, it responded to 
me by giving me movements. My relationship with 
a 3-year-old child has also improved. I loved him 
more, tried to spend time with him, and enjoyed his 
playing activities, which relaxed me.” (M4).
“My husband was not cooperative, which made me 
so angry. However, now I have changed my think-
ing and found that he did so because he thought all 
these activities made me active and engaged with 
him. He made me realise I am not ill and I can do 
house chores. The development of relations with 
the unborn was fascinating for me. I feel my baby 
with love; I talk to him in my imagination, and he 
responds to me by making movements. This is my 
very pleasurable activity.” (M2).

Discussion
The overarching findings of this study revealed several 
themes and subthemes, which were divided into pre- and 
postintervention stages; some of them are unique to the 
sociocultural setting of Pakistan, but others are already 
known in the literature.

The impact of adverse life events on the mental 
health of pregnant women was identified as one of the 

significant causes of depression. This was interpreted 
in different ways, such as fear of losing a child or hav-
ing another abnormal baby. This leads to AD in women 
who belong to families with low socioeconomic sta-
tus. Furthermore, a lack of family support has also been 
identified by other researchers [17]. Suppose proper and 
timely psychological support is not provided: in that case, 
women are at greater risk of experiencing depression 
during pregnancy and later in the postpartum period 
[18], which is consistent with findings of previous stud-
ies [6, 9, 19]. Further, another qualitative study conducted 
in Pakistan has also identified women disempowerment 
as factor leading to anxiety and stress among pregnant 
women [20]. The current study showed that a lack of 
social support from family prevented women from shar-
ing their daily life problems, which was another major 
cause of antenatal depression in women. The THP inter-
vention was a similar platform that helped women share 
their concerns and fears; this would have been done in 
family settings with little help and little awareness.

Furthermore, in the Pakistani cultural context, in 
joint or extended family structures, lower social support 
from husbands, children and mothers-in-law is signifi-
cantly associated with depression in the third trimester 
of pregnancy [20, 21]. The joint family system is con-
sidered a vital family setting in traditional societies that 
provides opportunities to live together by supporting 
each other rather than suffering alone. However, in this 
study, women felt neglected and less empowered. It was 
also noted that antenatal depression was more prevalent 
in women who lived in traditional joint families and had 
more family members [22].

Another cause of AD among pregnant women was 
relationship problems with their husbands; however, 
these problems were not as severe as those reported in 
earlier studies, such as domestic violence, physical and 
verbal abuse and humiliation [6, 9, 19]. Like the findings 
of the present study, community-based research revealed 
that intimate partner violence was reported by one out 
of every fifth pregnant mother and was directly associ-
ated with antenatal depression [7]. In addition, a study 
reported that 14% of women were affected by antenatal 
depression, while more than 15% of women experienced 
any form of intimate partner violence [23].

Keeping in sight Pakistan’s cultural and social con-
text, out of sixteen, four sessions of THP were used in 
the intervention phase. The postintervention interviews 
resulted in the emergence of four themes that were found 
to be the critical dimensions for alleviating depression in 
women. These include developing positive thinking and 
attitudes, learning about stress management through 
providing compassion and sharing avenues, gaining self-
esteem to address matters positively and improving rela-
tionships with the unborn child and family. The women 
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included in the study reported the positive impacts of 
THP in alleviating depression and stress management, 
like in a previous study [12]. The present study’s THP 
intervention helped women revive their social and emo-
tional support. They were encouraged to develop good 
social relationships with their husbands, family, friends, 
and neighbours to share problems and ask for help in 
emergencies to prevent the worst outcome. Likewise, 
another qualitative study has also reported strengthen-
ing social relationships in addition to believing in oneself, 
optimistic approach, dealing with emotions, identifying 
purpose of life and spirituality as the main coping strate-
gies for promoting prenatal mental health [24]. Similarly, 
this intervention has been proven effective in helping 
women revive their self-confidence and manage depres-
sion by assisting them to understand that stress during 
pregnancy is normal and that women need only some 
stress management techniques to live healthy lives.

To avoid maternal depression or other psychological 
and physical illnesses, it is essential to provide psycholog-
ical help before, after, and during pregnancy to battered 
and abused women [25]. Some techniques are straight-
forward and can be used by laypersons with little training 
or assistance. The selected THP techniques used in this 
study can be taught at the community level and used to 
provide relief to depressed women during pregnancy.

Limitations
Our study has certain limitations. First, the study was 
designed and conducted purely in the sociocultural con-
text of Pakistan, which limits its generalizability to other 
settings having varying cultural underpinnings and socio-
demographic characteristics. Future studies on local, 
provincial and national level as well as in the context of 
other socio-cultural settings are needed to evaluate the 
effectiveness of the THP.

The strength of our research is that the present study 
is one of its kinds of studies that incorporate qualitative 
methods into a quasi-experimental design to obtain an 
in-depth understanding of the factors responsible for 
depression among pregnant women.

Conclusions
The results of this study indicate that depression dur-
ing pregnancy is a serious problem among women for 
diverse cultural and personal reasons. Although the find-
ings of the present study explored the usefulness of THP 
and found it as a valuable tool for helping many preg-
nant women who are experiencing prenatal depression 
recover, there is a need to further explore the benefits 
of THP in varying socio-cultural contexts. Numerous 
pregnant women praised the THP project and recom-
mended that hospitals should adopt it to assist pregnant 
patients in the Pakistani health system. In future, these 

evidence-based interventions need to be implemented by 
engaging healthcare units and local communities in dif-
ferent cultural contexts to further understand their role 
in alleviating the maternal mortality rate and the wors-
ening health outcomes faced by mothers and children in 
Pakistan.
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